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[' is generally accepted that trachoma begins with a pri- 

mary infection of the conjunctiva, but it is not generally 
accentuated in our text-books that the conjunctivitis, which 
ensues, invariably leads to the implication of the underlying 
tissue, thus producing tarsitis, subconjunctivitis, episcleritis 
and anterior scleritis—manifestations which, on a whole, re- 
main clinically latent. 

While the superficial conjunctival affection yields slowly 
but surely to proper treatment, medical and surgical, the 
deeper-seated ones are influenced thereby to a limited extent 
only; subconjunctival medication has, up to date, at least 
in my hands, not proven successful, and operative interfer- 
ence is out of the question; the operation of excision of the 
fornices being both partial and unnecessarily mutilating, 
and the opération of periectomy being performed for the 
cure of the complicating pannus and not for the cure of the 
subconjunctival affections. 
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These deeper inflammations, particularly the anterior 
scleritis, are very important, not only because of their rela- 
tive intractability, which is identical with their chronicity, 
but also and chiefly because they invariably are responsible 
for the appearance of the corneal complications—the tracho- 
matous pannus. I will by no means deny that trachoma- 
tous pannus may result from a conjunctival source by inocu- 
lation, mechanically or otherwise, which results may extend 
to the body of the cornea. On the contrary, I believe such a 
transmission not only possible but also of actual occurrence. 
The other course, however, is the one generally accepted, I 
believe, and certainly the one my clinical experience with 
periectomy has told me to be the most reasonable one. 

Trachomatous pannus will eventually, sooner or later, 
settle down as both a superficial-and deep-seated affection, 
regardless of whether it has a superficial or a deeper or a 
combined origin. Very frequently the deeper manifestations 
will remain clinically latent on account of the apparent pre- 
ponderance of the superficial affection. 

To prevent corneal complications in a case of conjuncti- 
val trachoma it is usually sufficient to treat properly the 
conjunctival affection—the supply depot; but the treatment 
must be carried out by a competent physician; home treat- 
ment is worse than nothing. 

If trachomatous pannus is already present, it yields usu- 
ally to the. same line of treatment, but in a deplorably large 
number of cases the progress is so slow and discouraging 
that more expeditious measures than topical applications of 
antiseptics or germicides and surgical procedures in the form 
of expression, scrubbing, canthotomy and probing of the 
lacrymal ducts are to be desired. 

In such cases, particularly when the corneal complica- 
tions outrank in violence the conjunctival affection, the ocu- 
lists have resorted to such heroic and extraordinary meas- 
ures as the inoculation with gonorrhoeic pus and the appli- 
‘ation of a jequirity infusion—methods of treatment of 
which I do not have and never will have any experience—and 
to the operation of periectomy, all with variable, but on a 
whole, not encouraging results. 

As the vessels of the pannus are visibly continuous with 
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those of the conjunctiva, periectomy was invented and per- 
formed with the intention of severing the pericorneal vessels 
where they invade the corneal border, and to accomplish 
their permanent obliteration by the subsequent cicatrization. 
I, myself, was vears ago of the opinion that one of the ob- 
jects in performing periectomy was vascular obliteration, 
and I also described the operation under the euphonious 
name—‘‘ Periangiectomia Cornez.’’ I regret that I should 
ever have entertained such a ridiculous idea. It is not the 
vessels which are sick; they are pathological but not dis- 
eased. They are a necessary symptom of the trachomatous 
inflammation, and no inflammation, trachomatous or not, is 
treated or cured by obliteration of the préexisting and the 
new-formed and hyperemic vessels. Still nobody denies that 
periectomy, at least in some cases, brings about a more or 
less complete obliteration of the pathological corneal vessels 
or, what is identical, an improvement or even a cure of the 
corneal inflammation, but since such a happy occurence can 
not possibly be accredited to such an unpathological theory 
as vascular obliteration, we must look for a more plausible 
explanation of the beneficial influence of the operation of 
periectomy on the corneal process, resulting in the clearing 
up of the opacity and the obliteration of the vessels, in 
which light the effect of the operation must be viewed. 

As pannus is a corneal complication of a cireumcorneal 
disease, I perform periectomy with the intention of destroy- 
ing the zone of invasion and of establishing in its place a 
zone of cicatricial tissue to act as a safe bar against further 
transgression into the cornea of the circumcorneal disease. 
A strip of all the diseased circumcorneal tissues is for this 
purpose removed, the open wound is left to granulate and 
the result is a firm, solid cicatrix. The corneal complication, 
which is now cut off from its base of supply, will henceforth 
be taken care of to good advantage by the natural vital 
forces of the cornea, materially increased by the relieved 
stagnation, which the blood-letting operation effects, by the 
active phagocytosis, which results from the formation of 
vigorous, healthy granulations in the wound, and by our 
own scientific treatment, which naturally is kept up all the 
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time. I believe this is a more scientific theory than the one 
to starve out the corneal inflammation. 

The technique of the periectomy which I perform does 
not differ materially from the one described in some of our 
text-books, except in its last step. 

A narrow strip of the conjunctiva close to the peripheral 
border of the pannus is removed to a degree which corres- 
ponds to the peripheral extent of the pannus itself. Some 
hemorrhage from the severed, distended veins will ensue, 
but with no perceptible change in the corneal vasculari- 
zation. 

While I am anxious to sacrifice as little as possible of the 
important conjunctival structure and therefore confine my 
resection to a zone of 2 or 3 millimeters in width, I am 
much more liberal with the subconjunctiva, which is totally 
removed, in one connected strip, in front of the line of inser- 
tion of the external ocular muscles. The conjunctival edge 
will now retract still further back and we have a gaping 
wound, 4 to 6 millimeters wide, in the bottom of which the 
sclera is exposed. The hemorrhage is more pronounced after 
the sudconjunctival than after the conjunctival resection; 
still the corneal vascularization remains pretty much the 
same, indicating that the main vascular supply to the pan- 
nus has not as yet been reached. 

The anterior scleritis, which invariably is present, but 
usually confined to the more superficial layers of the sclera, 
is now to be destroyed. For this purpose the sclera is scari- 
fied with a cataract knife in all directions until it assumes 
almost a natural, white, color and the vascularization of the 
cornea disappears completely. A copious hemorrhage of 
‘mainly arterial character follows this step in the pert- 
ectomy. 

The fourth, last, most important and most difficult step 
in the operationconsists in arresting the scleral hemorrhage 
and providing for an open, broad wound. If the operation 
is considered complete with the scleral scarification, the 
speculum removed, the eye dressed and the patient sent back 
to his room, we make the mistake which, in all probability, 
is responsible for the unpopularity of the operation of peri- 
ectomy with the oculists at the present time; periectomy ts, 
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on a whole, considered an operation of the past. The patient 
will roll his eyes upward, and as the operation is always 
performed around the upper half of the cornea, more seldom 
all around, and never around the lower half alone, the 
almost invariable result will be that the conjunctiva will 
overlap the scleral wound and even a part of the upper cor- 
nea. The next day we will find the conjunctiva agglutinated 
to and covering the scleral wound. In such cases the op- 
eration has been one of blood-letting only; we have again 
very much the same condition as before, which led to the 
corneal complication. A temporary or partial improvement 
will follow; the sear, which would have resulted from a 
granulating wound, and which should form an impregnable 
bar between the corneal and the pericorneal inflammation, 
can not result from a primary healing of the wound. 

The success of the operation depends entirely upon the 
formation of a solid, white, pericorneal cicatrix, and the op- 
eration should, therefore, not be stopped before all haemor- 
rhage has been controlled and the conjunctival edge safely 
anchored at the line of insertion of the external ocular mus- 
cles. To this end the patient is requested to turn his eye in 
the opposite direction to the wound, while the hemorrhage 
is arrested and the conjunctiva is agglutinated. As this is 
both hard and trying to the patient, I prefer to turn the eye 
myself, and matters are greatly facilitated in this respect, if 
the conjunctiva is not excised in the first step of the opera- 
tion, only circumcised at the desired distance from the cor- 
neal margin, allowing the proximal rim to be used as a 
grasp for the fixation forceps. Having turned the eye, a 
liberal quantity of powdered iodoform is dusted into the 
gaping wound and the hemorrhage is controlled and the 
agglutination of the conjunctiva is secured by steady com- 
pression with sterile gauze—point for point. This is often- 
times a long and tedious work, which may require even half 
an hour or more. When I think the object is accomplished, 
I excise the proximal conjunctival rim and remove the specu: 
lum, but I do not let my patient leave the table before I have 
repeatedly demenstrated that the conjunctiva does not over- 
lap the wound under the different movements of the eye in 
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all directions. And still it may happen that the conjunctiva 
will cover the wound the next day. 

Periectomy thus performed is quite a bit of surgery 
and difheult at that. Still, the reaction after this rather 
formidable operation is, as a rule, very moderate and the 
patient is usually comfortable the second day. The lids are 
somewhat swollen for a few days, the intrabulbar tension 
increased, there is usually some headache and there is always 
an increased secretion. On examination of the eye the next 
day, the vascularization of the cornea has reappeared and 
will in the course of the following days be still more pro- 
nounced, often to a greater extent than before the operation, 
but the color of this post-operative pannus is more bright— 
arterial. The circumcorneal wound fills up rapidly with 
vigorous, healthy granulations. The eve is dressed daily 
and the wound treated with some silver preparation—usu- 
ally 2 per cent. nitrate of silver or 5 per cent. protargol. In 
the second week the pannus will clear up considerably with 
rapid disappearance of the vascularization and cicatrization 
of the wound. The eyesight of the patient improves mark- 
edly day by day. In the third week still further improve- 
ments take place in every direction, and at the end of the 
fourth week I am usually able to discharge a very happy and 
thankful patient, giving him a prescription for some mild 
antiseptic preparation to use at home. 

The course just outlined is the mvariable rule when | 
have succeeded in operating my patient properly, /.e., in es- 
tablishing a broad, white pericorneal cicatrix; and this 
striking and rather expeditious result, together with the dis- 
covery of the ever present anterior scleritis and of the tem- 
porary disappearance of the corneal vascularization after 
scarification have settled, as my firm conviction, that the 
anterior scleritis is at the bottom of the whole corneal 
trouble. 

If the operation of periectomy, for one reason or another, 
has been imperfect and the result unsatisfactory, which 
sometimes happens, it is gratifying to know that the opera- 
tion can be done over again. I have several times operated 
twice and, occasionally, three times, and I have finally al- 
ways succeeded in overcoming the pannus. I will emphasize 
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as the result of my experience, that my most grateful pa- 
tients are those whom I have operated for trachomatous 
pannus with periectomy. 

An experience of about 1,000 operations of periectomy 
during a period of 25 years seem to entitle me speak with 
some degre of authority on this subject from a clinical point 
of view. 

In conclusion, I will say that I with increasing satistac- 
tion perform periectomy as an absolutely harmless, perfectly 
safe, not at all mutilating, scientific and good operation, 
justifiable in all cases of trachomatous pannus, where the 
most expeditious measures are desired by the patient him- 
self. And I will continue to perform this operation and I 
will advise my colleagues to do the same, until the time ar- 
rives when the specific cause has been clearly settled and a 
specific treatment discovered. 


TWO CLASSES OF EYE CASES THAT GIVE ME A 
GREAT DEAL OF TROUBLE.* 


By J. W. BULLARD, M.P., 


PAWNEE CITY, NEBRASKA. 


UCCESS in the common and trivial ailments of life adds 

as much to the usefulness of the physician and contrib- 

utes as much to his reputation, and, consequently, his finan- 
cial welfare, as do great feats in surgery and skillfulness in 
the management of the graver diseases. We are likely to 
give most of our time and thought to the severer diseases 
and the major surgical operations, and to allow the more 
common and less severe—the almost equally annoying trou- 
bles, to take care of themselves. This is no less true in meet- 
ings of this character; the profound troubles are discussed, 
while the diseases we are called upon to treat several times 
‘ach office day are not discussed at all. It is the purpose 
of having some of these subjects discussed that prompted me 
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to prepare this paper, rather than the thought that I could 
add anything to the sum-total of the knowledge on the 
subject. 

I wish to speak first of the obscure conjunctival troubles, 
generally spoken of as ‘‘Hyperemia of the Conjunctiva,”’ 
‘Congestion of the Conjunctiva,” ‘‘ Dry Catarrh,”’ ete. It is 
the chronic form of the disease that I will speak of, as in the 
acute form there is usually a recognizable cause, a foreign 
body, dust, a beginning conjunctivitis, or an iritis. This is a 
true hyperemia in which there is an undue determination of 
blood to the part, and it is the arteriz and the arterioles 
that are active, while in the chronic form the type is a pas- 
sive congestion rather than a hyperemia. In the latter the 
circulation is sluggish and there is engorgement of the ven- 
ous system. There is very little involvement of the bulbar 
conjunctiva, though it may become flushed if the eyes are 
used unduly, and there is usually a suffused look about the 
eves. Especially is this the case if the patient does near-work 
or is exposed to the wind or dust. If we examine the palpe- 
bral conjunctiva we find the veins engorged ; this is the more 
apparent in the conjunctiva of the lower lids. In the milder 
forms there are well-marked meshes of blood-vessels, usually 
radiating from the lid-border to the sulcus; while in the se- 
verer cases there is intense redness, the conjunctiva is swollen, 
the papillz are enlarged, and so tense is the congestion that 
the lid is tender on palpation. The papilla are very much 
smaller than the follicles of follicular conjunctivitis, and are 
also more numerous. While the conjunctiva of the upper lid 
is also involved, yet there is less redness and involvement of 
the papille. If allowed to go on there is finally a mild con- 
junctivitis with the attendant muco-purulent secretion, etc. 
The patient complains that he is unable to use his eyes 

for near-work with any degree of comfort but for a short 
time, especially is this the case after the light is lighted in the 
evening. His eyes water unduly when he rides in the wind, 
they smart and burn, the lids feel heavy and stiff and it is 
with difficulty that he can keep them open when artificial 
light is used. They feel dry and the lids seem to be glued to 
the balls so that he can hardly get them open at night, espe- 
cially if he has been up late or has been using his eyes for 
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near work during the evening. The mucous membrane fails 
to perform its lubricating function properly, and we have a 
dry catarrh. 

The text-books give a long train of causes for this an- 
noying condition; chronic conditions of the nasal passages, 
uncorrected errors of refraction, sequela of exanthematous 
diseases, work in vitiated atmosphere, eversion or occlusion 
of the puncta lachrymalia, constitutional dyscrasias, etc. 
Search as we may, we will find many cases in which we are 
unable to find any etiological factor, and our cases will go 
unrelieved, at least, mine do. 

The treatment of these cases causes me no end of worry. 
Some will be benefited by having their errors of refraction 
corrected and wearing properly adjusted lenses, others by 
proper treatment of a naso-pharyngeal catarrh, others by 
correcting a misplaced or opening a closed punctum, and 
some by giving their eyes rest and a restorative treatment. 
But what shall we do for that class in which we can find no 
apparent cause? To be sure, we can treat them on general 
principles, but how many will we relieve? The mild collyria 
avail but little, the astringents in weak solutions are no bet- 
ter, and the stronger applications make bad matters worse. 

Following the teachings of Dr. Charles E. Michel, of this 
city, I have used with apparent benefit in some cases, com- 
presses wet with a solution containing boracic acid and the 
deodorized tincture of opium, applied several times a day to 
the closed lids. The cold douche is also of benefit in a small 
number of cases; but all these measures fail in a large num- 
ber of cases. What shall we do for them ? 

The other class of cases that I wish to speak of is com- 
prised of those who come to us with headache, eveache, and 
neuralgic pain about the eves when they use them for near- 
work. We examine them, find errors of refraction, correct 
them with properly adjusted lenses, and expect our patients 
to get relief from their troubles, but are disappointed. They 
wear their lenses because they can get along with them bet- 
ter than they can without them, but they tell us frankly that 
they are but little better off than they were before they wore 
glasses. We examine them again very carefully, find the cor- 
rection perfect, and recommend some procedure that we hope 
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may afford them relief, but they come back and say, ‘* Doc- 
tor, my eyes are no better than they were before.””, We look 
them over again and find a slight tendency to exophoria; we 
give them prism exercise according to the teachings of Gould, 
Savage, or some other authority, and are dejected when we 
find them in our reception rooms again with an expression 
of countenance that needs no verbal interrogation to assure 
us that we are again doomed to defeat. Now we conclude 
that we were not over careful in the examination while the 
accommodation was suspended, and we again subject them 
to a searching examination while the muscle is under the in- 
fluence of our favorite cycloplegic. We probably find that 
our former deductions were correct and put our patient on 
an anti-neuralgic treatment, or give a course of tonics. These 
things failing, the patient is sent to the neurologist, and he 
finds nothing to account for the trouble, and in sheer desper- 
ation—if the patient is a female, she is sent to the gynecolo- 
gist, who, in all probability, will find the pelvic organs in a 
healthy condition and performing their proper function. The 
patient now concludes that you are not ‘‘onto your job,” 
and goes to consult another ophthalmologist; he examines 
the patient carefully, finds that the lenses accurately correct 
the error of refraction, adroitly finds out all you have done 
for her, and if he is wise and has had the requisite amount of 
experience, pockets his consultation fee, politely informs the 
patient that he can suggest nothing further, and considers 
himself very clever in getting rid of a very undesirable patient 
so easily. The patient now sees the interview of a column or 
twoin one of the daily papers, with the “justly celebrated eve 
specialist, Dr. Charles Lincoln Smith,”’ (or some fake) of Chi- 
cago, or some other city of the first magnitude (the interview 
having been written by himself and paid for at the usual 
rates), and concludes he is just the man who can relieve all 
her woes. 

Thus our patients finally drift mto the hands of the 
scheming charlatan, who charges them an exhorbitant fee 
doing nothing, and they get no relief. 

My fellow physicians, have vou had these cases to con- 
tend with; or are your professional pathways perpetually 
strewn with roses ? 
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DISCUSSION. 


Dr. B. E. FRYER (Kansas City, Mo.) thought that Dr. 
Bullard’s paper was a very practical one, describing as it 
did these annoying cases with which we all meet occasion- 
ally. He wished to point out, however, that among the af- 
fections cited, there are two which, perhaps, could be easily 
explained. In the one kind we have to deal with patients of 
a well-developed imagination and, consequently, with an 
imaginary condition in the eye for which nobody can do 
anything. Inthe second kind of these cases, we may have 
to deal with a hidden heterophoria which should be carefully 
sought for. Its correction in his hands has often given relief 
in just such cases as Dr. Bullard had described. 

Dr. A. ALT (St. Louis, Mo.).—As the author of the paper 
had referred to the cases of so-called dry catarrh in which no 
application of any kind seemed to give relief, wishes to say 
that in just such cases a 1 per cent. solution of protargol, 
instilled into the eves once or twice a day, had very frequent- 
ly been followed by a speedy cessation of the disagreeable 
dryness. The action of the remedy may be due to its germi- 
cidal property, as very likely, although it is not as yet 
known, some micro-organism causes this condition of dry 
catarrh. This latter may be situated in the conjunctival 
epithelium or, what seems to be much more probable, in the 
numerous orifices of the glandular ducts which open into the 
conjunctival sac; perhaps, especially those which open into 
the palpebral conjunctiva itself. It may, also, be that the 
protargol has a stimulating influence on the secretory activ- 
ity of the numerous glands when, by the assumed infection, 
or by other causes, their function is interfered with. 

As concerns the patients with slight and medium errors 
of refraction who can not comfortably wear the correcting 
glasses, he can only reiterate that, in his experience, the cor- 
rection which the patient can bear, is the best correction in 
most cases, and it is false to insist on an individual wearing 
a correcting lens for small degrees of error, since most of 
these patients are more comfortable without any correction. 
While some patients have so weak a ciliary muscle that they 
must be supplied with a convex glass for near work, though 
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there is no hypermetropia to speak of, a vastly larger num- 
ber of individuals having quite a degree of hypermetropia 
have a strong enough ciliary muscle never to become aware 
of this error of refraction until later in life. This difference 
in muscular efficiency we can not accurately measure, but on 
it depends, in a measure, the strength of the glass the 
patient can wear with comfort. 

Dr. E. Pyncuon (Chicago, Ill.) did not understand Dr. 
Bullard to say that in any of these cases he had paid any 
particular attention to the condition of the nose, and asked 
if careful examination of the nose had been made, and if any 
marked hypertrophy of the middle turbinate had been ob- 
served wherein the middle body was pressed closely against 
the septum, or cases wherein the turbinate was abnormally 
red. He had quite often, after operating in such cases, had 
the patient report a marked improvement of eye symptoms. 

Dr. J. W. BULLARD (Pawnee City, Neb.).—In regard to 
suggestions of Dr. Fryer that some of the patients have no 
trouble, though they think they have, there is no doubting 
the fact that the nervous system plays an important rdéle in 
these cases, and a little suggestive therapeutics might be of 
benefit. 

There is much difference in muscle strength. Some will 
not accept full correction. One young lady whom I recently 
examined under a cyclopegic accepted a ~ 2 s., combined 
with + 0.50 cyl. When I examined her after the mydriasis 
had passed off, she would accept but a +0.50 s. with full 
correction of the astigmatism, and showed complete relief. 

Another who was repeatedly examined with the same 
result was found to have most relief from full correction, 
though she still had great trouble. Her muscular balance 
seemed perfect. A neighboring oculist could offer no sugges- 
tion for relief. She was tried by allowing her to use differ- 
ent proportions of her accommodation from full to only a 
small amount of correction. 

Relative to the question of Dr. Pynchon, I will say the 
condition of the turbinates, especially the middle, has much 
to do with the condition of the conjunctiva, and treatment 
of these will relieve a certain proportion of the cases. 

In regard to the suggestion of Dr. Alt, that infection of 
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the numerous glands of the lids may perhaps be responsible 
for these cases of dry cataract, I wish to say that if infection 
plays a réle, it produces no secretion. 

I have never used protargol, though on my recent visit 
to Chicago I noted they were using it freely there. 


SYMPATHETIC INFLAMMATION AND SYMPATHETIC 
IRRITATION.* 


By JOHN J. KYLE, M.D., 


INDIANAPOLIS, IND. 


N° problem in ophthalmology is more conspicuous than 

that of sympathetic inflammation, its solution will be 
a distinguished advance in our science. In spite of all the 
literature on this disease, the reiteration of some of the more 
important phases of the subject is more or less essential, for 
therein new ideas must take birth. 

It is sometimes very hard to say when sympathetic irri- 
tation leaves off and sympathetic inflammation begins. Yet 
the two affections are to be considered separately, possessing 
a different pathology. 

That inflammation pf a traumatic origin sometimes pro- 
duces an inflammatory chance in the fellow eye has been 
recognized for many hundreds of vears, though exactly why 
is as great a question to-day as when Thomas Barthoninus 
some four hundred years ago proclaimed the possibility of 
the transmission of disease from one eye to the other. 

Sympathetic ophthalmia is characterized by no prelimin- 
ary symptoms other than diminished sight, and ophthalmic 
change in the fundus, subsequently followed by a serous or 
plastic inflammation affecting the optic nerve, iris, ciliary 
body and choroid, following puncture, lodgment of some 
foreign body in the eye, operation in which the inner tunics 
of the eve may be injured or diseased. Our distinguished 
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collegian, Dr. Reynolds, in a discussion of sympathetic oph- 
thalmia at the last meeting of the American Medical Asso- 
ciation, remarked that he had seen in rheumatic and gouty 
people many forms of traumatism involving the ciliary re- 
gion of the eye, without perforation of the globe, and he 
and others substanciated the theory that a_ perforating 
wound of the eyeball was not essential to the development ' 
of sympathetic ophthalmia, a disease characterized by no 
preliminary symptom other than diminished sight and 
ophthalmic changes in the fundus. 

Sympathetic irritation is also usually of a traumatic ori- 
gin, affecting the ciliary body especially, and is a condition 
of slow development, characterized by no inflammatory 
change other than that caused by the increased deposits in 
the inner eye, caused by the prolonged and increased vascu- 
lar supply and irrition of the peripheral nerves. It may 
continue for years and yet cause nothing but a functional 
change. 

There is photophobia, lachrymation and blepharospasm, 
pain in the forehead and temples varying from the faintest 
to the most violent in character. 

One case I have in mind suffered with recurrent attacks 
of sympathetic irritation for fifteen years, at times the pain 
was so severe as to compel his cessation from work. The 
irritating eye was enucleated, which, by the way, was a 
small shrunken stump, with a partial relief of the symptoms. 
There is one point to be observed in old cases of sympathetic 
irritation, namely: That every year’s delay in the enuclea- 
tion of an irritating eve, previously lost, is just that much 
force stored up which even time and most thorough treat- 
ment will not totally cure or relieve. Fuchs remarks that 
the essential difference betwen sympathetic inflammation 
and irritation is that in the latter relief is permanent by 
enucleation, but that this operatian is powerless against in- 
flammation. The above case does not substantiate such an 
argument. In the beginning of my definition of sympathetic 
irritation I said it was characterized by no inflammatory 
change, I mean by that neoplastic or serous inflammation, 
as you all appreciate there can be no increased blood supply 
to an organ or interference with its natural function with- 
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out some structural change, greater or less, according to 
time. In consequence, in the case mentioned above, there 
followed an amblyopia and photophobia which now, after 
four or five years, still exist. 

In many such cases the blurring of the vision may be of 
very short duration and gradually or quickly return to the 
normal after enucleation, or if it has persisted for any length 
of time there is a remote possibility that it may become per- 
manent. 

In direct contradiction to the above I recall the following 
case: Irishman, painter by occupation; some twenty years 
before consulting me he lost the left eve as the result of a 
blow which in time caused a traumatic cataract. This 
man went along until some eight vears ago when the cata- 
ractous eye began to cause pain and dimness in the right 
eve. The combined symptoms made all close work difficult 
and even painful. On examination a caleareous degenera- 
tion of the lens was easily discovered. The irritation in the 
good eye increased and likewise in the blind eye until cyclitis 
developed and the patient was very glad to submit to any- 
thing to get relief. 

The eve was enucleated and within it was found a large 
calcareous body, crescent-shaped, 4 mm long and 1 mm. 
wide, resting in the ciliary body. 

In the above case there was a speedy cessation of all the 
irritating symptoms in the fellow eye and now, to all in- 
tent and purpose, that eye is as well to-day as ever. And so 
on many cases of my own and those of others whose cases 
have become a part of the literature on the disease might be 
recalled to show the various forms which characterize this 
affection. 

It would, indeed, be a serious calamity not to in the 
-arly stage of the disease differentiate between the two dis- 
sases. With the definition and cases mentioned above, the 
following differentiating symptoms are enumerated: 
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SYMPATHETIC IRRITATION. SYMPATHETIC INFLAMMATION. 
1. Is a reflex neurosis. 1. Isdueto a specific micro-organ- 
ism unknown. 
2. Is of slow development. 2. Develops suddenly, and in many 
cases with no preliminary warning. 
3. Develops without regard to 3. Develops usually in from three 
time. to eight weeks. 
4. Chance of development increases 4. The chances of development are 
with time. inversely to time. 
5. No intra-ocular inflammation. 5. Severe intra-ocular inflamma- 
tion. 
6. Complete recovery frequent. 6. Complete recovery infrequent. 
7. No constitutional symptoms. 7. McKenzie calls attention to 


traumatic, and the probability of subsequent inflammation 
is in proportion to the septic condition of the knife or missile 
entering the eye and precaution against infection in after- 
treatment. Sympathetic irritation is usually the same, the 
probability of subsequent irritation is in direct proportion 
to the injury to the ciliary region. In both cases the sight 
may be partially or completely destroyed, “the retention of 
sight having no effect upon the production of the trouble.”’ 
I am not convinced that every injury of the ciliary body 
may cause sympathetic irritation or predispose to sympa- 
thetic inflammation. 

I recall two typical cases of direct injury to the ciliary 
body and iris in which, at the time of the injury, the inflam- 
matory change was very severe. The first case was a little 
boy who, while in the act of playing the part of a wild Indi- 
an, was shot with a wooden arrow. The wound was very 
large, situated about 1 mm. back of the sclero-corneal mar- 
gin. There was a protrusion of the ciliary body and choroid 
into the wound. 
There remained an oblong pigmented spot to show the ‘en- 
trance of the arrow. In this case there was severe inflam- 
mation and swelling of the conjunctiva, the tenderness and 
photophobia remained for weeks, after a time the eye cleared 
thoroughly, and now, after six years, the eve is perfectly 
healthy, vision being 


Cause.—The cause of sympathetic ophthalmia is usually 
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quickness of pulse, thirst, marked 
puffy coat on blood drawn from 
veins, pallid complexion, obstinate 
constipation. 


In healing there was a gradual retraction. 


20 
I 


i 
a 
il 
if 
| 
| 
@ 
| 
| 
{ 
: 
i 


Svmpathetic Inflammation and Irritation. 113 


In the second case a flying piece of steel struck the left 
eve at the sclero-corneal margin cutting a deep gash and 
allowing a slight protrusion ofthe iris at its attachment, 
the lens was in no wise affected, the ciliary body was un- 
doubtedly injured. In this case the wound was treated 
aseptically and expectantly for weeks. The eve remained 
sensitive and inflamed for a number of months. After six 
months it cleared, and now, after a number of vears, no fur- 
ther trouble has been noted. V.=*"/x.. 

To follow such a course of treatment in all cases would 
be unwise and dangerous, for had some septic inflammation 
followed, both eyes might have been sacrificed. It will not 
do to say that even after so long a time there is no remote 
possibility of subsequent inflammation, though we can here 
apply the rule as stated above, that the possibility of subse- 
quent inflammation is in inverse ratio to the length of time 
from the injury. 


How INFLAMMATION IS TRANSMITTED FROM ONE EYE TO 
THE OTHER. 


It is impossible to state exactly the modus operandi of 
the extension of sympathetic inflammation, different author- 
ities have advanced diverse theories, and recommended cer- 
tain operations looking to the prevention of the trouble. 
Mules recommended the operation first performed by Graefe, 
and now known as the Mules operation—that of eviscera- 
tion, assuming that the disease was set up and transmitted 
from a septic uveitis, and argued that if the contents of the 
globe could be removed before any transmission of the septic 
poison hay occurred there would follow no inflammation. 

Schweigger assumed, a few years ago, that the trans- 
mission of the infection took place through the optic nerve, 
and recommended a resection of the optic nerve. A report 
of the cases was subsequently made as an experimental 
study. 

Others have advanced the theory ‘‘that the blood-vessels 
of the injured eye, being in a state of congestion, and having 
connection with the blood-vessels of the fellow eye, within 
the cranium, thus transmit the infection.”” Therefore the 
only prevention for the trouble would be in enucleation. 
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Others, prominent among whom were Miiller and von 
Graefe, advocated the theory that the ciliary nerves were 
directly responsible for the trouble, in that inflammatory 
change in the opposite ciliary nerves was due to reflex 
action. 

Snellen, Berlin, Leber, Donders, Deutschmann, and, in 
this country, Alt, Knapp, Gifford, Randolph and others, have 
given to literature the results of their investigations, yet the 
exact pathology of the disease is, as yet, purely hypo- 
thetical. 

To me the most plausible theory of sympathetic inflam- 
mation is that of the transmission of micro-organisms or 
ptomaines through the lymph stream or nerve sheath of the 
optic nerve. Iam not aware that the theory of ptomaines 
from septic uveitis has, heretofore, been advanced as a cause 
of subsequent inflammation in the opposite eve; why could 
not the disease be explained in this way? 

It is presumed by all that meningeal inflammation does 
not follow because the micro-organisms only find suitable 
soil for propogation in the fellow eve. 

Leber and Knapp have shown that aseptic bodies can 
remain in the eve and yet cause no trouble. I believe the 
presence of a foreign body in close proximity to the ciliary 
body increases the probability of sympathetic irritation, but 
not of sympathetic inflammation. 

The following case is reported in support of the conclu- 
sions advanced by Leber and Knapp: 

A number of years ago while operating for senile cata- 
ract, in making the counter puncture, the small point of the 
knife was broken off and imbedded transversely into the en- 
dothelial lining and cornea proper. I did not recognize the 
cause of the great trouble in making the counter puncture, 
by lowering the handle and making firm pressure, the incis- 
ion was easily completed, it did not occur to me at the time 
that I had broken my knife. The operation was completed 
and the eye carefully bandaged. 

On cleaning my instruments I discovered that the small 
point of my knife was missing, and then realized the cause 
for the trouble in making the counter puncture. I again ex- 
amined the eye and very easily discovered the little shining 
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point, resting securely. I could not persuade myself to try 
and extract the point, said nothing and simply waited for 
events, really expecting this case to end my young profes- 
sional career. At one time I started to extract with a mag- 
net, the reaction soon passed away and now, after seven 
years, the eve is in perfect condition. The little point is still 
to be seen, and I have every reason to believe Nature has 
built a secure wall about it, and this kind old woman will 
go quietly down to the grave oblivious to the presence of the 
point of my knife in her eye, and an accident that caused 
me many a sleepless night. 

In this case the thorough aseptic condition of my knife 
reduced the possibility of infection to the minimum. 

Every oculist present, 1 am sure, has observed a great 
many cases of panophthalmitis and how few cases of sym- 
pathetic ophthalmia ever follow—never a one in my practice. 
You know at such a time the eye is full of pathogenic organ- 
isms; such cases are seen in the old or young, consequently 
the resistance of the tissues play no part in the prevention 
under such circumstances. 

Experimentors are at a disadvantage, in that sympa- 
thetic ophthalmia is unknown among lower animals, the 
tissue de resistance is, under the circumstances at the maxi- 
mum, though Deutschmann is authority for having produced 
sympathetic ophthalmia in lower animals. 

The August (1899) number of the AMERICAN JOURNAL OF 
OPHTHALMOLOGY contained a very interesting article from 
the pen of Dr. Alt describing a case of sympathetic ophthal- 
mia following glioma of the retina. 


TREATMENT. 

You may have observed from the preceding remarks that 
the prophylaxis and treatment have in the past few years 
been in the process of changing from one side of the are to 
the other. 

When I was a student, enucleation was then, as in years, 
past, taught as the only procedure in a case where there was 
aremote possibility of sympathetic inflammation. Since that 
time there has been a gradual departure from such a radical 
measure and an endeavor to substitute an operation more 
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conservative and one looking forward to the cosmetic effect 
as well. Nevertheless, with advanced theories and results 
to back them up, enucleation for the prevention and cure of 
sympathetic inflammation still remains permanently the one 
operation that can boast of the evidence of increasing years 
to support it. 

The process of resection of the optic nerve, as far as pos- 
itive results are concerned, is still in its infancy, and can not 
be relied upon as a preventive measure. 

Evisceration, as practiced by Mules, is open to the same 
criticism ; besides, sympathetic inflammation is known to 
have occurred after the insertion of the artificial globe into 
Tenon’s capsule. It may be in these cases that delay rather 
than a wrong hypothesis was the cause of the subsequent 


inflammation. 

It is reported at Moorfiels Hospital (Annals of Ophthal- 
mology, May, 1899) that from 1892 to 1896, there were 
1,596 eves excised, and in one case it is known that sympa- 
| _ thetic inflammation developed. 

Where an, irritating eye is blind it is best to enucleate, 
where an irritating eye possesses function, every effort should 
be made to restore it. In many cases of sympathetic inflam- 
mation the sympathizing eye is totally lost and the irrita- 
ting eye retains sight. 

After the inflammation is once started on its course the 
treatment is necessarily constitutional and not operative, 
and local complete rest, hot applications, thorough diapho- 
resis, atropia to the eye, and mercury internally, with close 
observation for any constitutional diathesis, and the treat- 
ment of the same. 

Dr. Gifford calls attention to the very large doses of 
salicylate of sodium which may be used, recommending as 
high as 200 grains per day. 

Following the termination of the inflammation, useful 
sight may remain, the pupil may be partially or completely 
occluded, due to the plastic exudation, there may remain a 
structural change in the cornea, choroid or retina. The optic 
nerve may remain normal or undergo a progressive atrophy. 
Operative measures to benefit vision, such as iridectomy, and 
the removal of cataract is usually unsatisfactory. 
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The unfortunate victim of this disease should in the very 
beginning of the treatment be warned of the complications 
that may result from a trivial or severe injury to the inner 
tunics of the eye. 

If an effort is made to save an injured eye wherein there 
is the remote possibility, the patient should be warned of 
the risk taken in his behalf, so that he may be on guard 
against any calamity that may perchance overtake him dur- 
ing the passing of time. 


DISCUSSION. 


Dr. A. Att (St. Louis, Mo.).—There are several points in 
in Dr. Kyle’s paper to which I should like to make a few re- 
marks. 

In the first place, I am decidedly of the opinion that the 
trauma which may bring about a sympathetic ophthalmia 
must always be a perforating one. I do not think sympa- 
thetic ophthalmia, as I understand it, ever occurred from a 
contusion without a surface wound. We see many cases of 
isolated rupture of the choroid or other changes caused by 
the contusion of an eyeball, but as far as I am aware, such 
an injury never yet was followed by sympathetic disease in 
the fellow eve. If similar affections are said to have been ob- 
served in rheumatic and gouty subjects they can no more be 
looked upon as sympathetic troubles than binocular syphi- 
litic iritis or cataract, or other forms of disease of both eyes 
based upon a general dyscrasia. 

I still believe, that it is necessary that a wound must 
have been inflicted upon the first affected eye and that 
through this wound an infection must have entered, whether 
piimarily or secondarily, does not matter. I have seen ex- 
seen extremely severe injuries to the ciliary region—even be- 
fore antiseptic measures were known and adopted—not only 
heal kindly but cause no sympathetic disease. One of my 
sarliest cases in this city was that of a boy who blew into a 
bottle filled with powder because the fuse seemed to have be- 
come extinguished. During the explosion which promptly 
followed, a piece of glass cut through his right eye in the cil- 
iary region making a long clean-cut wound, through which 
ciliary body, choroid, and vitreous protruded. This wound 
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healed kindly, and when I saw the patient about a year ago 
(eighteen years after the injury), vision in this eye was nor- 
mal, and had I not known the site and extent of the wound, 
I should hardly have detected it. No symptom of sympa- 
thetic disease ever appeared in the fellow eve. Here was one 
of the classical wounds considered as almost certain to pro- 
duce sympathetic ophthalmia, but as it evidently was not an 
infected wound, no sympathy developed. 

As regards evisceration and other substitutes for enuclea- 
tion, I have never practiced them. From a purely theoretical 
standpoint, I cannot get myself to rely on what I believe in- 
sufficient and insecure, especially if, as is mostly the case, I 
can not watch the patient. 

I believe that what we call sympathetic ophthalmia is an 
infection or its results carried from one eye by means of the 
optic nerve or the inter-vaginal space over to the fellow eye. 
While I have had occasion to examine a number of cases 
carefully, I have thus far been unable to demonstrate micro- 
organisms in such eyes, yet, I may not pursue the right 
methods or we may not yet know the proper methods to 
demonstrate the guilty micro-organisms in these cases. The 
idea that ptomaines may be carried to the fellow eye and 
there cause the sympathetic disease, is not a new one and is 
the natural result of the inability of demonstrating migrat- 
ing micro-organisms in the fellow eye. 

Deutschmann is not alone in having produced sympa- 
thetic ophthalmia experimentally. I have also succeeded in 
one case, published in one of the early numbers of the AMERI- 
CAN JOURNAL OF OPHTHALMOLOGY, in producing a well marked 
sympathetic iritis by means of injecting an infusion of jequir- 
ity into a rabbit’s eye. The characteristic croupous inflam- 
mation and exudation produced by this agent could be 
traced through the inter-vaginal space to the chiasm and 
down into the fellow eye. Unluckily, the animal died soon 
after, but I still had time to demonstrate it before the Asso- 
ciation of German Physicians of St. Louis, where, also, a 
number of ophthalmologists saw it and verified my state- 
ments. 

The statement, that panophthalmitis—a condition in 
which the eye is filled with micro-organisms, does not pro- 
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duce sympathetic disease, must be modified. It was the idea 
of von Graefe, that this was really the case, and he advocated 
producing panophthalmitis by artificial means, based on the 
theory that by the rapid infiltration the efferent channels 
would be closed up. Ina paper published in Knapp’s Archives 
in 1876, I studied 110 cases of sympathetic ophthalmia and 
found that in 19 per cent. of the cases panophthalmitis had 
caused it. 

Dr. W. L. BALLENGER (Chicago, IIl.).—Dr. J. G. Hiuzinga, 
of Chicago, has instituted a new operation for sympathetic 
ophthalmia, which he terms “ Eviscero-Neurectomy.” It con- 
sists of evisceration of the contents of the eyeball, which he 
follows by the resection of the optic disc with a portion of 
the optic nerve. This operation leaves the globe walls intact 
and at the same time removes a portion of the optic nerve. 
This makes it possible to do the Mules’ operation. 

The paper was further discussed by Dr. B. E. FRYER 
(Kansas City, Mo.), and Dr. J. Eviis JENNINGS (St. Louis, 
Mo.), but there is no record of their remarks. 


WESTERN OPHTMALMOLOGIC AND OTO-LARYNGO- 
LOGIC ASSOCIATION. 


The Fifth Annual Meeting of this Association held in St. 
Louis on August 5, 6 and 7, 1900, was in every way an en- 
joyable and successful one. Quite a number of new members 
joined the Association, which has a bright future before it. 

The officers elected for the ensuing year are: 

Dr. M. A. GoLpsTEtn, St. Louis, President, 

Dr. H. V. WuERDEMANN, Milwaukee, First Vice-President, 

Dr. C. R. Hoimes, Cincinnati, Second Vice-President, 

Dr. F. C. Ewine, St. Louis, Third Vice-President, 

Dr. W. L. BALLENGER, Chicago, Secretary, 

Dr. W. L. Dayton, Lincoln, Neb., Treasurer. 

The next meeting will be held in Cincinnati. 


ABSTRACTS FROM MEDICAL LITERATURE. 


By W. A. SHOEMAKER, M.D., 


ST. LOUIS, MO. 
PAPILLO-RETINITIS FOLLOWING INFLUENZA. 


Wingenroth ( Klinische Monatsblatter f. Augenheilkunde, 
XXXVII., p. 85) reports three cases of papillo-retinitis fol- 
lowing influenza. In the first case there was a large central 
scotoma; in the second, contraction of the visual field; and 
in the third, a negative central scotoma. Mercurials and 
diaphoretics caused considerable improvement. 


PARALYSIS OF THE OCULO-MOTOR NERVE FROM INDIRECT 
VIOLENCE. 

C. A. Veasy, at a meeting of the Section on Ophthalmol- 
ogy of the College of Physicians of Philadelphia, held on 
January 6th, reported the case of a man, 30 years of age, 
who fell from his bicycle while coasting and struck his /eft 
temple. He was bruised and stunned, but had no cerebral 
symptoms. He continued his ride for an hour and a half and 
noticed that objects appeared “out of place.’’ On the follow- 
ing morning he had paresis of all the branches of the right 
oculo-motor nerve. Visual acuity was normal, and no intra- 
ocular disease was discovered. The accommodation returned, 
but the other symptoms improved but little under treatment. 


CONCUSSION OF THE RETINA. 


Sydney Stephenson (British Medical Journal, January 
13, 1900) reports the case of a boy, 11 years of age, who was 
struck in the right eye with a cricket ball. In addition to 
some conjunctival congestion and ecchymosis, the pupil was 
slightly larger than the other one, and the anterior chambers 
deep with a narrow line of blood-clot at the bottom. Ten- 
sion — 1; vision =°/ix. The pupil dilated imperfectly under a 
mydriatic, and a zone of whitish fundus was found upwards, 
inwards, and outwards. The lower part of the fundus ap- 
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peared normal. The margins of this zone were irregular and 
showed white, tongue-like projections extending into the 
healthy part of the retina. Some small islands of cloudiness 
lay beyond the area of the general haziness. Left eye: No 
fundus changes; vision=°/,. The patient was kept in bed 
and atropine sulphate (one-half per cent.) was used in each 
eye twice daily. The fundus changes disappeared in four 
days. The tension and vision were restored to normal in one 
week. The author refers to the series of cases reported by R. 
Berlin ( Klinische Monatsbiétt. f: Augenheilkunde, XXVI, p. 
377, 1897). Berlin called the condition Commotin Retine, 
and explained the ophthalmoscopic picture by supposing 
that a rupture of the choroid was followed by cedema of the 
retina. Denig opposes this theory, and as a result of his ex- 
periments, believes that the blow upon the eyeball causes the 
vitreous to impinge upon the retina, to tear the internal lim- 
iting membrane, and to force the vitreous into the nerve-fiber 
layer. The alternate elevations and depressions thus brought 
about in the nerve-fiber layer of the retina are, according to 
him, the cause of the ophthalmoscopic appearances. 


MONOCULAR DIPLOPIA; REPORT OF A CASE PRECEDING A 
DIAGNOSIS OF TYPHOID FEVER. 

Edward B. Heckel ( Philadelphia Medical Journal, March 
3, 1900) reports the following case: A young married wo- 
man, 25 years of age, had a mild attack of la grippe, and 
made a good recovery. In about four weeks she again be- 
came ill and was compelled to remain in bed, suffering from 
intense headache, muscular soreness and general nervousness. 
Her temperature ranged from from 102 to 106°F. The in- 
tense headache continued for one week, when monocular 
diplopia occurred in the left eve. There was no intraocular 
disease, no spasm of the ciliary muscle and no error of re- 
fraction. The diplopia lasted two days and with its disap- 
pearance the nervous symptoms subsided and she lapsed 
into a typical typhoid condition, and ultimately made a 
good recovery. 

Monocular diplopia is very rare. Charcot and Pannaud 
explained all cases not due to an anomaly of the refractive 
media as being due to an irregular spasm of the ciliary mus- 
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cle. Heckel thinks his case due to a sensory phenomenon of 
cerebral origin brought about by toxins of the typhoid 
germs. 


THE TREATMENT OF CONVERGENT STRABISMUS IN YOUNG 
CHILDREN. 

Priestley Smith, in a paper read before the International 
Ophthalmic Congress at Utrecht, August, 1899, divides his 
subject into: 1. The very early age at which convergent 
strabismus frequently begins. 2. The delay which frequently 
occurs before treatment is obtained. 3. The harm which 
may result from such delay; and 4. The results which may 
be obtained by early treatment. 

Out of 576 cases of concomitant convergent strabismus, 
60 per cent. began before 4 years of age. The chief period of 
onset is that which includes childhood of 2 and 3 years old. 
More began at 3 years of age than at any other time. After 
6 years of age, the onset of convergent strabismus is much 


less frequent; 60 per cent. had no treatment for twelve 


months after onset; 47 per cent. had none for at least three 
years. The harm which arises through delay: The most ob- 
vious of the visual defects met with in those that squint is 
the inability to “‘fix”’ properly with the squinting eye when 
the good eye is covered. 

In 205 cases of monolateral strabismus, 30 per cent. had 
false fixation. The first two years of life vielded a high 
percentage; from that age the percentage decreased. Among 
cases beginning at 6 years of age or later, false fixation is al- 
most absent. No child was found to have false fixation who 
had not squinted for at least six months. 

The means of treatment are, broadly speaking (1) glasses, 
(2) exercise of the squinting eye by use of pad or shade over 
the other eye, and (3) operation. In 55 cases under four years of 
age, where the author had an opportunity to follow the treat- 
ment persistently, he ordered glasses in 51, and they were 
worn. The hypermetropia ranged from 1.50 D. to 7 D. The 
youngest child put into glasses was 14 months old; 12 of 
the 51 cases were cured by the wearing of glasses only; 7 
were periodic, and 5 were constant. A pad or shade was 
worn in 38 cases in conjunction with glasses. Tenotomy was 
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performed in 15 out of the 55 cases, on both eyes in 8, and on 
one eye in 8cases. There were 8 cases of false fixation; 5 re- 
covered the faculty during the use of the pad. The older the 
child, the smaller the chance of recovering fixation. 

The author advocates operating on children 2 years of 
age, if, after trying glasses and the pad for three or four 
months, and getting some improvement in the squint and 
the power of fixation, no further improvement takes place in 
the next three months. In summarizing, he urges that in 
many cases the rational treatment of strabismus is its early 
treatment. 


THE SPONTANEOUS DISAPPEARANCE OF SENILE CATARACT, 
WITH REPORT OF A CASE. 

Walter L. Pyle( Philadelphia Medical Journal, March 17, 
1900) classifies the reported cases as follows: 

1. Cases in which there was absorption after spontane- 
ous rupture of the anterior or posterior capsule. 

2. Cases in which there was spontaneous dislocation of 
the cataractous lens. 

3. Cases in which there was intra-capsular resorption of 
the opaque cortex, and sinking of the nucleus below the axis 
of vision, after degenerative changes in Morgagnian cataract, 
with rupture of the capsule or dislocation of the lens. 

4. Cases in which there was complete spontaneous re- 
sorption of both nucleus and cortex without reported his- 
tory of ruptured capsule, dislocation, or degenerative changes 
of the Morgagnian type. 

5. Cases of spontaneous disappearance of incipient cat- 
aract without degenerative changes or marked difference in 
refraction. 

The author’s case belongs to the fourth class. The pa- 
tient was a man 73 years of age, who had marked senile 
changes in his circulatory system as well as prominent mus- 
cular and nervous symptoms. Twenty-five years ago he be- 
came blind in the left eye. Heconsulted Dr. Holmes, of Chicago, 
whose diagnosis was mature cataract. Operation was de- 
ferred on account of the perfect vision of the right eye. Ten 
years later the cataract had been totally absorbed. The 
author found an absolutely aphakic eye, with no signs of lens 
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or capsule. The média were perfectly clear, but there were 
evidences of an old chorio-retinitis. Central vision w. +13 D. 
=*"/x,, but in the periphery both the form and color fields 
were almost obliterated. There was absolutely no history 
of an injury or operation, and the cornea showed no cicatrix. 
He did not remember of ever having had pain or inflamma- 
tion in the eye. 

The author cites a number of cases that have been re- 
ported, and gives a bibliography, chronologically arranged, 
from 1802 until the present time. 


OPTIC NEURITIS AS A COMPLICATION OF DISEASES OF THE 
NERVOUS SYSTEM. 

Schluster and Mendel (Neurologisches Centralblatt, No- 
vember 15, 1899) report a case of locomotor ataxia in the 
course of which bilateral optic neuritis occurred. They also 
reported two cases of multiple neuritis in which the same 
symptom was present. In the second there were symptoms 
of involvment of the other cranial nerves, leading to the 
suspicion that, perhaps, a basilar meningitis coexisted. The 
patient, however, recovered. 


GLIOMA OF THE RETINA. 


Y. V. Zelemkovski reports a case of this affection in 
which he made a very careful histological study of the lesion, 
as a result of which he formulates the following conclusions: 

1. The cylindrical arrangement of a glioma is not for- 
tuitous, but is very probably dependent upon the spherical 
shape of the retina and pressure exerted by the original cell- 
nests both upon the normal parts of the retina and one upon 
another. 

2. Glioma of the retina may develop simultaneously 
from four layers—that of the nerve fibers, the ganglionic, the 
internal and the external granular. 

3. Retinal glioma consists of spider-cells, with many off- 
shoots, identical with the cells of the neuroglia and the spi- 
der-cells of the retina and optic nerves, and of ganglion-cells 
of various sizes, in the midst of which are others resembling 
embryonal retinal-cells. 

4. The possibility of a glioma originating from the lay- 
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ers in which spider-cells are ordinarily not encountered, and 
the presence of these embryonal nerve-cells render very prob- 
able the view of Greef that a glioma of the retina is devel- 
oped from neuroglic and ganglionic elements which may re- 
main for a certain time quiescent in any layer of the retina 
and then take on growth when favorable conditions arise. 


CONCERNING THE PREPARATION OF THE STUMP AFTER 
COMPLETE ENUCLEATION OF THE EYEBALL. 

G. E. de Schweinitz, at a meeting of the Section on Oph- 
thalmology of the College of Physicians of Philadelphia, held 
on February 20th, read a paper on this subject. He first re- 
viewed some of the substitutes which have been advocated 
for enucleation, viz.: Optico-ciliary neurectomy ; sclero-optic 
neurectomy (Ernest Hall); eviscero-neurectomy (Huizinga); 
simple evisceration (Noyes, Graefe); evisceration with the in- 
sertion of an artificial vitreous (Mules); implantation of a 
glass or metal globe in Tenon’s capsule (Frost, Lang); ab- 
scission (Critchett, Knapp, de Wecker); and complete kera- 
tectomy (Panas). Of these various procedures in suitable 
cases he preferred Mules’ operation; but believed that ina 
certain number of instances complete enucleation would al- 
ways be required, and that therefore all attention should be 
paid to improvement in the technique of the operation and 
the manufacture of artificial eyes. 

After describing Meyer’s and de Wecker’s method of per- 
forming enucleation and condemning Czermak’s dictum that 
sutures shall be disregarded, Dr. de Schweinitz described the 
methods of suturing the tendons with the conjunctiva after 
enucleation which have been advocated and practiced by 
Wiirdemann (1893), Suker (1895), H. Schmidt (1897), Priest- 
ley Smith(1899), and himself. His own method of preparing 
the stump after enucleation he described as follows: 

After insertion of a speculum which widely separates the 
lids, the conjunctiva is divided as close as possible to the cor- 
neal margin; each rectus tendon is next exposed and caught 
upon a hook, as in the operation for strabismus, and is se- 
cured with a double-armed black silk suture, which is knot- 
ted upon it. The eyeball is now enucleated with the least 
possible disturbance of the relations between the conjunctiva 
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and the underlying structures, and a small ball of sterilized 
gauze is inserted into the capsule of Tenon, in the manner in 
which a Mules’ sphere would be placed in the operation of 
implantation. Each rectus tendon is now drawn forward to 
the edge of the cut conjunctiva and securely fastened with 
the ends of the same suture which had originally secured the 
tendon and which have been left long. That is to say, the 
tendon is brought forward precisely as it would be in the 
operation of advancement. The wad of sterilized gauze, 
which has served its purpose of checking entirely the hamor- 
rhage and keeping for the time being the cavity bulged out 
as it was when occupied by the globe, and therefore has 
facilitated the advancement of the tendons, is now removed, 
and the edges of the conjunctiva and capsule of Tenon are 
united with interrupted sutures. 

Primarily the movement of the coujunctival bed is cer- 
tainly better after this and the other operations, which in 
one way or another prevent retraction of the tendons of the 
ocular muscles than after ordinary enucleation, and it seemed 
also that the prothesis is more prominent and natural and 
that unhealthy conjunctival secretion is lessened. Charts 
illustrating the rotations of the artificial eye resting upon 
stumps prepared in various ways were exhibited. 

Dr. Harlan, in discussing the paper, stated that in his 
early experience at Wills Hospital it was the custom to bring 
the edges of the conjunctiva together with sutures after cases 
of enucleation. 

Dr. Hansell believed that operators uniformly endeavored 
to secure a stump upon which the prothesis would rest, and 
by which it could be moved; but after a well-performed 
enucleation there is no stump; that the movement and set- 
ting of the eye will depend solely upon the movability of the 
conjunctival membrane upon which the eye rests, the mova- 
bility depending upon the attachment at its center poste- 
riorly of the four recti muscles. He has secured fair cosmetic 
result and good rotation of the eye and a clean, non-dis- 
charging conjunctival surface by suturing each straight mus- 
cle to the conjunctiva and capsule as the first step of the 
operation. 
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OBITUARY. 


EDWARD L. HOLMES, M.D. 


Again one of the older and more widely known ophthal- 
mologists of eaiean has been called away, Dr. Edward 
L. Holmes, former President of Rush Medical College. He 
died February 12, 1900, of pneumonia. 

Dr. Holmes was born at Dedham, Mass., in 1828, and 
‘ame to Chicago to practice ophthalmology and otology in 
1856. His education he had received at Harvard, Paris, and 
Vienna. In 1858, he founded the Illinois Eve and Ear Infir- 
mary. Since 1860, he was associated with Rush Medical 
College, and in 1867, he was appointed Professor of Ophthal- 
mology and Otology. In 1890, he was elected President of 
this College and retained this position until 1898, when he 
resigned on his 70th birthday. 

Dr. Holmes was of a very kind and genial nature, which 
endeared him to all with whom he came in contact. As an 
oculist and aurist he was ever progressive and set a splendid 
example to the younger generation. He enjoyed a very large 
practice and was, in consequence, well known all over the 
country. He is sure to be missed in many a heart. 
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